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DEFICIENCY)
N 853 1200-8-6-.08(23) Building Standards N 853 N 853
(23) A negative air pressure shall be maintained A. What corrective action(s) will ba accomplished
) . (2 - : Sy for thosa residents found to have been affected:
in the soiled utility area, toilet room, janitor " i ’ ; —
closet, dishwashing and other such soiled On 7/13/11 an electrical company evalualed alt
it ; prassure jn dryer room for rapairs to be
spaces, and a positive air pressure shall be complated by 8/3/11. 8/3/2011
maintained in all clean areas including, but not , B ,
limited to. clean linen rooms and clean utility B. How will you identify other residents
S— : having the pote_-ntial to be affected by _
’ : the same deficiant practice and what carractive
| action will be taken?
: . I
g : ; : ’ i By 7/21/11 the Executive Director will complete
o i Do Emr e
i : R 7 ; s and Maintenance Assistant on negative air
facility failed to maintain the negative air pressure ; pressura requirements. B/372011
ik i . . C. What measures will be put into place of
The findings include: | what systematic changes will you make
; | ta ensura that the deficient practice will
Observation of the laundry room on 6/27/11at not recur?
1:18 PM, revealed the dryer room had had no f.
negative air presuure in the room. i The Diractor of Maintenance/Malntenanca
i - Assistant/Director of Environmental Sarvices will
This fn‘gd:ng was verified by the maintenance conduct a monthly observation audit of laundry
supervisor and acknowledged by the facility for three months to enaure negative air
. administrator during the exit conference on ; pressure is malntained In soiled linen area and
8127111, { positive air pressure Is maintained in clean inen
: i area. Coractions will be made as needed. &/3/2011
' : D. How will the corrective action(s) ba
i monitored to ensura the deficient
' practice will nat recur; i.e., what quality
assurance program will be put inta place,
; Results of it prassure audit will be reviewed by
Exacutive Diractor, Medical Directer, Director of
Nursing, Director of Marketing, Pharmacist,
Director of Admissions, Director of Social Service,
Rehab Services Manager, Diractor of Activities,
Oirector of Environmental Sarvices, Dietary
Manager, Director Maintenance, Business Office
Manager, Health Infermation Manager, and Staff
: Development Coordinator in Monthly QA meeting
| | and correstions mada as neadsd. 8/3/2011
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